Introduction
World-wide breast cancer is the most frequent type of cancer among females with increasing incidence. In India, it is the second most prevalent cancer in females after cancer of cervix. The exact cause of breast cancer is not known but certain epidemiologic factors influence its occurrence and predispose to it. Once thought to be a local or regional disease, breast cancer is now considered a systemic disease in which micro metastasis may have disseminated long before the primary tumour is detected.
The various etiological and predisposing factors for breast cancer are Genetic, Dietary, Hormonal, Obesity, Radiation, Environmental etc. Two of the most important prognostic indicators in breast cancer are tumour size and the axillary lymph node status; the size of tumour directly correlating with the probability of nodal metastasis i.e. patients with large breast masses or higher clinical stage is more likely to have positive nodes. Node positive patient experiences relapses usually in distant organs and tissues mainly in bones, lungs, pleura, liver and soft tissues. It is sometime seen that the clinically palpable axillary nodes often turn out to be nonmetastatic and clinically non-palpable nodes may be found to be positive for metastasis. Evaluation of axillary lymph node status is thus an important prognostic factor depending on pathological staging rather than clinical assessment alone. There is also proved a strong correlationship between the size of tumor and the probability of distant metastasis. 3 The present study carried out to draw a relationship between the tumor size, number of lymph nodes and metastasis. 
Material and Methods

Data Analysis
Data was analyzed using SPSS software version 20. Descriptive statistics was calculated using frequencies and percentages. Association was calculated using Chi-square test and Yates correction was used wherever required.
Observations
The following observations are based on a study conducted on 40 cases of breast cancer patients admitted in various surgical units of Dr. S.N. Medical College, Jodhpur and attached group of Hospitals to establish correlation between tumor size, axillary lymph nodes and metastasis.
In this study, the incidence is higher in 4 th , 5 th and 6 th decade. Lump was presenting feature in all cases 100%. The next most common presenting feature was pain, which was present in 62.5% cases. 10%, 17.5% and 2.5% cases had nipple discharge, nipple retraction and skin ulceration. In majority of patients i.e. the tumor was present in the upper outer quadrant followed by upper inner quadrant, lower outer and central sector. In diffuse variety include UO+UI, Cen+UO+UI, Cen+UO and Cen.+UI. In the present study 97.5% of the cases were infiltrating duct carcinoma (NOS). In the present study, lymph nodes were palpable in 60% cases of which 87.5% were histo-positive for metastasis and 12.5% were histo-negative.
40% cases had no node palpable clinically of which 87.5% were histo-positive and 12.5% were histo-negative for metastasis. The relation between the size of the tumor and number of axillary lymph nodes. As the average size of tumor increases (CLINICAL and HPE) the average number of lymph nodes (CLINICAL and HPE) also increase. The relation between number of lymph nodes (CLINICAL and HPE) and the size of the tumor (CLINICAL and HPE). As the number of lymph nodes increase so does the average size of the tumor increase clinically as well as HPE. were infiltrating lobular type and 3.1% were in situ ductal type. M. Merson et al (1992) observed that invasive ductal carcinoma was most common (73%) followed by invasive lobular carcinoma in 8% cases. [2] [3] [4] [5] In the present series 57.5% cases clinically presented with tumor size ranging from >2-5 cm. 37.5% cases with tumor >5 cm and 5% cases with tumor <2 cm. K. Joshi (1983) 6 and Virginia et al The number of lymph nodes dissected from the specimen varied. In 12.5% it was reported 0-5 lymph nodes, in 47.5% cases 6-10 lymph nodes dissected and in 40% cases 10 or >10 lymph nodes were dissected from the specimen. The number of lymph nodes, which were positive for metastasis on histo-pathological examination, was as follows. In 12.5% cases, no lymph node was found to be positive for metastasis, in 55% cases 1-5 lymph nodes were positive. In 27.5% cases 6-10 lymph nodes and in only 5% cases 10 or more than 10 lymph nodes were positive for metastasis. In 1980 S. Pal and S.K. Sengupta 10 also found that 60% of the patients presented with a lump in breast with significant axillary lymph nodes. Haagensen (1986) 11 reported axillary metastasis in 70% cases. In the present study it was found that as the average size of the tumor increases, so does the average of lymph nodes increases both clinically as well as Histopathologically positive for metastasis. In this series it was seen that for tumors less than 2cm or 2cm average size 2 cm (in both clinically/HPE), the average number of positive lymph node was zero (clinically), 3.5 (HPE). For tumor >2-5cmwith an average being size 4.34cm (clinically) and 4.04 cm (HPE), the average number of lymph nodes were found to be 1.13 clinically and 3.92 on the HPE. For tumor 5 cm or >5 cm. with an average being 7.13 cm (clinically) and 6.4 cm (HPE), the average number of lymph node obtained was 2.4 and 8.8 respectively. A similar correlation between tumor size and lymph nodes was also observed by Koscielny, Tubina et al (1984) 12 .
Conversely a relation was tried to be derived by first grouping the number of lymph nodes and then finding out the average size of the tumor. It was seen that as the number of lymph nodes increased so did the size of the tumor by both clinical and HPE increases.
Conclusion
The study contains 40 cases of breast carcinoma and it reveals that as the size of breast tumor increases, so does the average lymph node number increases. (both clinically and Histopathologically positive for metastasis).
